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F 000 INIHAL COMMENTS F 000
An ynannounced Federal Comparative survey
was ponducted on February 28, 2012 through
Mardh 2, 2012, Life Care Center of Rhea County
was ot in substantial compliance with the
requirements of 42 CFR 483 and 488, Subpart B,
Requirements for Long Term Care at the time of
the shirvey. The facility census was 83.
F 164 | 483.10(e), 483.75()(4) PERSONAL F 164
§8=D | PRIMACY/CONFIDENTIALITY OF RECORDS 1) What corrective action will be

al privacy includes accommodations,
| treatment, written and telephone
nications, personal care, visits, and

of personal and clinical records to any
al outside the facility.

accomplished for those residents
found to have been affected by
The deficient practice?

LPN #2 received education on providing
Privacy to residents while administering
Medication per gastrostomy tube by the
Staff Development Coordinator (RN)on
3/15/12 1o Resident #9, and all other residents.
This education included the requirement to
ensure the room door is closed,
the privacy curtain is completely pulled, and
no visitors are in the area unless otherwise
preferred by the resident when care is being
provided.

32
Wound Care Nurse and the Activities Director :
received education on providing
Privacy to residents while providing care by the
Staff Development Coordinator (RN) on 3/15/12
And 3/16/12 to Resident # 1, and all other residents.
This education included the requirement to
ensure the room door is closed,
the privacy curtain is completely pulled, and
no visitors are in the area unless otherwise
preferred by the resident when care is being

provided. 3 j (23 [m
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F 164 | Coninued From page 1 F 1R4
2)  How will you identify other residents
having the potential to be affected
: . " | by the same deficient practice and
‘;‘I;.ls REQUIREMENT is not met as evidenced | whal corrective action will be takesi
Ba. ; °T‘ observation ar?d staff inFewiew. the The Staff Development Coordinator (RN)
facilify failed to ensure privacy during the Educated facility associates from 3/15/12
administration of medication for one (1) 12 Through 3/22/12 on providing privacy to residents
residpnts observed during the Medication Pass While providing care. This education
(Resl|dent #9), and failed to provide privacy during included the requirement to
wourld care for one (1) of 23 sampled residents ensure the room door is closed,
(Res{dent #1). the privacy curtain is completely pulled, and
no visitors are in the area unless otherwise
inee . preferred by the resident when care is being
The fndings include: provided. Associates educated include RN, LPN,
. . . C.N.A, Rehab, Administration, Medical Records,
1. Arf observation during the Medication Pass Maintenance, Social Services, Environmental
condjicted on 3/2/12 at 11:15 a.m. revealed Services, Activities, and Dietary departments. ]
) | Licerjsed Practical Nurse (LPN) # 2 administered 32/ 13
IaY, 25 offHydralazine to Resident #9 through his
7 L\"" gastrpstomy tube. The residents abdomen was 3w . _
L7, 7| exposed as the nurse checked the placement of B ‘:;2:"““’35 will be put into place
" 5 | the tbe and administered the medication and systemalic changes will you make
g, to ensure that the deficient practices
Y water flushes through the gastrostomy tube. will not recur?
X
Prior o administering the medication, LPN #2 The Staff Development Coordinator (RN)
failed|to close the door to the resident's room that Will complete weekly random verbal testing
led injo the hallway and failed to close the privacy Of facility associates of resident privacy,

2. Resident #1 was re-admitted to the facility on
10/31{11 with diagnoses of Diabetes Meliitus,

And weekly observation on privacy given to
Residents during care for three consecutive
Mm}lhs. After these 3 months the SDC will
continue the random verhal testing of
asseciates on resident privacy, and observation
On privacy given (o resident during care monthly

for onc year.

the facility
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F 164 | Continued From page 2 F 164
Hypertension, Chronic Obstructive Pulmonary 4 ; . -
Diseise, Anxiety and Chronic Renal Disease. ) How ““!‘_' ;.hi:crmuflm st be
The katest Minimum Data Set (MDS) dated 2/2/12 o s e e ;“the
assepsed the resident as scoring 13 on the Brief deficient practice? 4
Intel for Mental Status (BIMS) indicating the >
resident was cognitively intact. The Staff Development Coordinator will present
The findings of the weekly and monthly random
Durirjg an observation of wound care conducted verbal testing of facility associates of resident
on 3M/12 at 8:20 a.m., the Wound Nurse pr?vacy, a."d weekly and monthly observation on
provigled a treatment to the resident's right foot. privacy given to residents during care to the
5 The privacy curtain was pulled between the two Performance Improvement Committee
3 _ () beds|in the room but was not pulled around the '““"::I’y f"'" ‘h“_"‘_“"’““,r‘fh“‘“"’ months, and
: {17 | foot df the bed for Resident #1. The Activity e daclaoe it The Performance
syl v oiredor oanad i daorta Hercomend Improvement Committee consisting of the
Wy L._'L-' sIalicaH i tie reaidaniPs rorriate it fit Executive Director, Medical Director, Busur_n:ss
20 Eident : Office Manager, Staff Development Coordinator,
v § C/~{ bed that she had a visitor in the hallway. Resident Wound Care Nurse, Director of Medical Records,
Y, #1 was exposed from her upper thighs down with Director of Environmental Service, Director
i -’_7(/ her leg elevated during the treatment, The Of Maintenance, Director of Social Services,
resident's reflection was visible in the mirror Director of Human Resources, Director of Rehab
above the sink which could be seen from the Sf.rviccs, Director of Activities, Director of Nursing
middlg of the room. The Treatment Nurse or Director of Food and Nutrition Services, and
! Activity Director did not close the privacy curtain gir?cmr of Admissions/Marketing will review
3 5 4 e findings and make recommendations and
] arourld the resident. As the visitor approached develop plans of action if any areas are noted to
] the dporway, the Treatment Nurse pulled the be non-compliant. ol
] curtain after being questioned about providing 3/'23/ &
] privagy for the exposed resident by the surveyor.
In an jnterview with the Director of Nursing on
: 3/2112 at approximately 10:00 a.m., she stated
¢ the nyrses should have pulied the curtain and
closed the door before administering the
; medigation and during the wound care.
[ F 253/ 483.16(h)(2) HOUSEKEEPING & F 253
: 5S=D | MAINTENANCE SERVICES 1)  What corrective action will be
accomplished for those residents
The facility must provide housekeeping and found to have been af:'ected by
i maintenance services necessary to maintain a The deficient practice?
' sanitary, orderly, and comfortable interior.
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F 253 Confinued From page 3 F 253
The Maintenance Assistant replaced
The sink and faucel in room numbers
One (1) and two (2) on 3/12/12. The water .
Zhis REQUIREMENT is not met as evidenced pmss(ur)e is adequ(all in these rooms. . 3 Pg l =y
y:
Baspd on observation and staff interview, the The Maintenance Assistant and Director '
facility failed to ensure bathroom faucets were Of Maintenance filed and repaired the
repaired, nail heads were nailed down, light Nails s_ticking out olf the tile, behind
fixtunas were intact, holes in walls were repaired, The loilet, and sticking up through the
ceilirjg tiles and linoleum were free from stain and Floor around the toilet in the bathrooms ‘g !
walls were free from cracked and peeling paint by soques three (3) sad far(H on 9N Z 3 i» / 14
:;:r 0 (2) of two (E)“r.lemdenl units and one (1) of The Maintenance Assistant and Director
ee (3) common baths. Of Maintenance replaced the light fixture(s) _
In room five (5) and six (6) on 3/19/12. r }
The findings include: ©) ® 3p3 2
The Maintenance Assistant replaced the
Durirjg initial tour on 2/28/2012 between the hours Cover for the cords that are attached to the
of 12130 p.m. and 1:50 p.m. observations were as Wall and connected to the outlet, next to the
follows: Sink in the Rehabilitation common shower .
Room on 3/21/12. 3};3 In
- 1. Thia water pressure from the bathroom sink for .
IR The Maintenance Assistant repaired the three
774V | roomone (1) and two (2), was very low. (3) holes present in the wall below the tissue
Holder in the bathroom in Room 20 using =E 7
) 2. The bathroom for room three (3) and four (4) Spackling on 3/6/12. 3 93 /}
g, - | had fjve (5) nails sticking out of the tile, behind 2
47 7 | the tgilet and one (1) nail sticking up through the The Maintenance Assistant repaired the five
floor ground the toilet (5) holes around the toilet tissue holder in the
P 0ad Bathroom for room 22 and 23 using spackling
2°%| 3. Thi bathroom light fixture for room five (5) and On 3/9/12. This associate also replaced the 3
\k\,\' !‘u | six (6), had multiple cracks. Linoleum in this bathroom on 3/23/12. - 5}}5}
L 4. Thp Rehabilitation common shower had a rusty
cover for the cords that were attached to the wall
and donnected to the outlet, next to the sink.
5. UJR "D" Hall- In the bathroom in Room 20,
appraximately three (3) holes were present in the
wall helow the tissua holdar
1 =ORM cMs-2567(02-89) Previous Versions Obsol Event ID:5ZYY11 Facifity ID: TN7202 If continuation sheet Page 4 ofg?
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F 253| The Director of Maintenance reviewed facility

F 253 | Contpued From page 3

This REQUIREMENT is not met as evidenced
by:
Basegd on observation and staff interview, the
facility failed to ensure bathroom faucels were
repaifed, nail heads were nailed down, light
fixtures were intact, holes in walls were repaired,
ceiling tiles and linoleum were free from stain and
walls were free from cracked and pesling paint
for twp (2) of two (2) resident units and one (1) of
thee {3) common baths.

The findings include:

During initial tour on 2/28/2012 between the hours
of 12:p0 p.m. and 1:50 p.m. observations were as
follo

1. The water pressure from the bathroom sink for
room pne (1} and two (2), was very low.

2. The bathroom for room three (3) and four (4)
had five (5) nails sticking out of the tile, behind
the toflet and one (1) nail sticking up through the
floor dround the toilet.

3. The bathroom light fixture for room five (5) and
six (6), had multiple cracks.

4. Thg Rehabilitation common shower had a rusty
cover for the cords that were attached to the wall
and cgnnected to the outlet, next to the sink.

5. Unit "D" Hall- In the bathroom in Room 20,
approximately three (3) holes were present in the

"o 3 A e AT mbad
wah bgdow the tissus holder,

Walls on 3/6/12 for holes, and 20 remaining

. bathrooms were corrected with spackling.
Bathrooms corrected were 24/25, 26/27, 28/29,

32/33,35/36, 40/41, 42/43, 44/45, 46/47, and

48/49. Three ather rooms were

[dentified to need linoleum, rooms 31, 38, and 40.

The Director of Maintenance review the remaining
Common shower areas (2) for peeling or cracking
Paint, and dark ceiling tiles on 3/13/12. No further
Issues were found,

The Director of Environmental Services reviewed
The remaining resident bathroom linoleum for

Dark brown stains on 3/16/12, Four other bathrooms
Were noted to have dark brown stains, The
Maintenance Assistant replaced the linoleum

In these four bathrooms on 3/23/12,

The Director of Maintenance reviewed
Remaining resident bathrooms for

Nails sticking out of the tile, behind

The toilet, and sticking up through the

Floor around the toilet in the bathrooms

On 3/16/12. No additional nails were found,
But some holes were repaired in walls with
Spackle.

The Director of Maintenance reviewed
the light fixtures in the remaining resident
rooms on 3/15/12. These light fixtures do
not have cracks.

The Director of Maintenance reviewed the
Cover for the cords that are attached to the
Wall and connected to the autlet, next to the
Sink in the remaining shower rooms

On 3/16/12. No covers are rusty at this time.

3hg)a
33l

e "
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F 253 | Contiued From page 4 F 253
6. Unit "D" Hall- In the bathroom for room 22 and 3)  What measures will be put into place
23, there were five (5) approximately 3-5 inch or what systematic changes will you make
) holeg around the toilet tissue holder and the to ensure that the deficient practices
& linolepsm had dark brown stains. will not recur?
G ! 8. Unit "D" Hall common shower-The upper, The Director of Maintenance will conduct )
10-ingh area around the celfing on the wall had ;:a"i‘]"’rit'%“:’ggfr’e’:i::;‘:rb];:;ﬁr;:"a‘;gr;‘;k“gmg
pe-e'!i g.and cracking pain_t. Ap p:"oxlmate!y four (4) oorrectic:n as necessary. This revie,w will be
C!._‘.llln tiles around a heating unit were discolored completed for three months, and then once
with dark, black stains. per month for one year. This will be
z documented in a log as part of the preventive
8. Unit "D" Hall- Room 39 bathroom had four (4), miintenance program. 32312
2 to 3jinch holes around the toilet tissue holder. A
The lifoleum was stained with dark, brownish The Director of Maintenance will conduct '
stains| around the toilet. A monthly review C{f facility light fixtures,
Oulet covers, flooring, and walls for any
10. Unit "D" Hall-Room 22 had a foot long hole in z?ded repairs, and add ¥ the. Proventive
3 gl intenance program, This will be
the wall, next to the room's heating/air dacumented in a log as part of the preventive
conditjoning unit. maintenance program.
3/23/12
11. Uhit "D" hall- Room 24 had a 5 inch hole on
the interior wall, next to bed "A."
During an interview with the facility's maintenance
Manager and Director, on 2/29/2012 at 11 a.m.,
he stajed the bathroom faucet in Room 1 and 2
needed to be completely changed out. They both
confimed all of the aforementioned findings and
stated"Repairs would begin right away."
F 280 | 483.2((d)(3), 483.10(k)(2) RIGHT TO F 280
8s=D | PARTICIPATE PLANNING CARE-REVISE CP
The resident has the right, unless adjudged
incompetent or otherwise found to be
incapagifated under the laws of the State, to
participate in planning care and treatment or
changgs in care and ireaiment.
Event ID:5ZYY11 Facilty 1D TNT202 If continuation sheet Page 7 ol
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F 253 | Contifued From page 4 F 253
6. Unit "D™ Hall- In the bathroom for room 22 and 4)  How will the corrective action be
23, there were five (5) approximately 3-5 inch | accomplished for those residents
holes|around the toilet tissue holder and the found to have been affected by the
linoleyim had dark brown stains. deficient practice?
8. Urjit "D" Hall common shower-The upper, T‘I‘:e Direlctor of Maintenance will present
; s e findings of the weekly and monthly random
10'“.1 h area amupd the' ceiling on Fhe wall had water pressure and protruding nail review of
peeling and cracking paint. Approxlmate!y four (4) resident bathrooms, and the monthly light fixture,
ceiling tifes around a heating unit were discolored outlet cover, flooring, and wall review
with dark, black stains. to the Performance Improvement Committee
monthly for three consecutive months, and
9. Unit"D" Hall- Room 39 bathroom had four (4), manthly for one year. The Performance
2 to 3 Inch holes around the toilet tissue holder. Improvement Committee consisting of the
The linoleum was stained with dark, brownish Executive Director, Medical Director,
stains jaround the tollet. Business Office Man_agcr, Staff
! Development Coordinator, Wound Care Nurse,
Director of Medical
10. Unft "D" Hall-Room 22 had a foot long hole in i Enﬁ‘:ﬁ“ﬁﬁ“’%ﬂu, et
the w . I, next to the room's heating/air Of Maintenance, Director of Social Services,
conditipning unit Director of Human Resources, Director of Rehab
Services, Direclor of Activities, Director of Nursing
11. Unjit "D" hall- Room 24 had a 5 inch hole on Director of Food and Nutrition Services, and
the interior wall, next to bed "A." Director of Admissions/Marketing will review
the findings and make recommendations and
During|an interview with the fa cility's maintenance develop pians.cf action if any areas are noted to
Managgr and Director, on 2/29/2012 at 11 a.m., be non-compliant. %3 } J&
he stated the bathroom faucet in Room 1 and 2
needed to be completely changed out. They both
* | confirmed all of the aforementioned findings and
stated "|Repairs would begin right away."
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 1)  What corrective action will be
88=D | PARTIGIPATE PLANNING CARE-REVISE CP Accomplished for those residents

The re: dent has the right, unless adjudged
incompétent or otherwise found to be

found to have been affected
By the deficient practice?

The Dietary Manager updated the care plan

RM CMS-2567(02-86) Pre{ious Versions Obsolete

participate in planning care and treatment or ] ]T::B Resident #?1 on 3/?!12 loﬁreﬂect _
changes in care and treaiment. recommendation to con nue i
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Health shakes and weekly weights . 5,3 3 /”‘.
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F 280 | Continued From page 5 F 280| The RN MDS Coordinator updated the
E | A comprehensive care plan must be developed ,](;a“’ ltfl'a”t f‘l’; Res'dcl‘;'aﬁs, "l';ri‘;zz:q}zs
within 7 days after the completion of the 9 rlectpl cument fall mderventions., 3/23/12
camprehensive assessment; prepared by an
intertisciplinary team, that includes the attending . L .
physician, a registered nurse with responsibility 2) How will you identify other residents
for the resident, and other appropriate staff in :;‘;‘::3:’;5.:?:2"“’[ l‘;t?:cﬁmmd by
_ disciplines as determined by the resident's needs, practice:
: and, [to the extent practicable, the participation of
i the rpsident, the resident's family or the resident's The Resident at Risk Committee, including
legallrepresentative; and periodically reviewed The Dietary Manager, Director of Nursing,
and flgvised by a team of qualified persons after Director of Social Services, and a Physical
et hsssssmert: Therapist reviewed residents who have had
A significant weight loss (5% and 10%) on
3/6/12. Residents who are at risk for weight
Loss have interventions care planned. 3/23/12
| . The RN MDS Coordinator and the ADON !
This REQUIREMENT is not met as evidenced (RN) reviewed the care plans for residents {
4 by: Al risk for falls, and residents with repeat
3 Basad on observation, medical record review, Fal[.s on 3/20/12 to 3/23/12.
' the facility's policy review, and staff interview, the Residents are risk for falls have care planned : 312
: facility failed to revise the care plan for an at risk interventions. 3
iuresident already experiencing impaired nutrition . .
3 »13| for one (1) of four (4) residents reviewed for 3) What measures will be put into place or
- weight loss out of a total sample of 24 residents What syslehmat:f c;m;ag;s :V':_Lg:f“ ma.l;[e
—>| (Resiglent #8). In addition, the facility failed to b e
revisg the plan of care for one (1) of 24 sampled ’
) i€ residgnts, Resident #? who had @ history of The Resident at Risk Committee will
P‘jﬂ{' multigie falls. The resident sustained 7 falis from Review residents with significant weight
2/10/11 to 2/15/12. The facility ' s failure to revise Loss, or residents whose weights have
and update the care plan resulted in the resident Declined weekly and ensure that interventions
sustaiping two falls, one of which resulted in harm Are in place and care planned per MD order.
from 4 fall out of a wheelchair on 12/10/11. The dietary manager or LPN/RN will document
Subsgquently, the resident sustained another fall :]':" '::;::;L‘:L‘:“: ;:;‘:::S‘E;;;‘E‘;‘i"fr:‘:lm‘;ng
SRS i celing L3 5
on 2/1%/12 frodm dher wheelchalr while in the dining this meeting. This committee will meel weekly
Ll Jpanen it per policy indefinitely.
3/23/12
The findings include:
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y F280/ Confinued From page6 e The Falls Committee will review residents
4 At risk for falls weekly for three months,
: And ensure that MD approved interventions
: 1. Cross Refer to F325, Are in place and care planned. The RN will
_ﬁ document the interventions for these residents
E: in the meeting minutes and resident’s chart
: 0 O Resiflent #8 was admitted to the facility on during this mc{fling. This f:ommillec will meet
11,9 Vv 7/24/09 with diagnoses which included weckly. per policy indefinitely, The Falls
q | t E I Rofliee, Vitamin Defic Senil Committee includes the ADON, MDS Nurse,
W L sopnageal e u’." =R e. lancy, etu o Rehab Services Manager, Activities Director,
L Dementia, Insomnia, Constipation, Generalized Social Services Director, and Staff Development 3/23/12
= Pain, Visual Discomfort, Osteoporosis, Arthritis, Coordinator. i
and Wrinary Tract Infection (UT]). The most
recent quarterly Minimum Data Set (MDS), dated 4) How will the corrective action be
124/112, coded Resident #8 as requiring Accomplished for those residents
supelvision (oversight, encouragement or cueing) found to have been affected by
and gne person physical assistance with eating. Deficient practice?
In adgiition, the 1/24/12 MDS indicated Resident D; L
#3 wgighed 108 pounds (Ibs.). The previous g: ﬁ::f;ilg ::; s::z:;gs:;ﬂt?gx r\:eighl loss revie\:v
MDS: dated 11/3/11, coded Resrc_len.t #8 as And the weekly resident at risk for fall review ’
requining only set-up help and weighing 111 lbs. to the Performance Improvement Committee
monthly indefinitely, The Performance Improvement
Residant #8 was observed with a thin frame Committee consisting of the Executive Director,
during initial tour on 2/28/12 at 1:06 p.m. Medical Director, Business Office Manager, Staff
. Development Coordinator, Wound Care Nusse, !'
Review of the resident's Weight Change History Director of Medical Records, o !
revealed a weight of 119 Ibs. on 8/5/11. Review Director of Environmental Service, Director -
of Regident #8's care plan, developed 8/18/11, Of Maintenance, Director of Soc!al Services,
< : Director of Human Resources, Director of Rehab
revealgd potential for weight loss rit [related to] Séiel ; o . .
leaving 25% or more at most meals and a goal Bl Director of Activities, Director of Nursing :
: irector of Food and Nutrition Services, and |
for hef to lose no weight over the next 90 days Director of Admissions/Marketing will review |
(11/30/11); Resident currently within her IWR the findings and make recommendations and |
[ideal Weight Range] of 99 -121 pounds. The develop plans of action if any areas are noted to
care pfan approaches were (1) Serve regular diet be non-compliant. 3/23/12
as ordered by physician, (2) Milk TID [three times ’
a day] with meals and fortified foods BID [two
times & day], (3) Increase Vitamin C beverage
BID, yogurt with supper, (3) Dietician and/or CDM
[Certifipd Dietary Manager] fo evaluate and follow
up at least quarterly, (4) Update food
Event (D: 52YY11 Faclity ID: TN7202 if continuation sheet Page (3o
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4 preferences, (5) Monitor food intake at each meal
| and record. Report any decline to Physician and

Dietigian, (6) Weigh resident per facility protocol.
Repart any trends for Physician and RD
[Regitered Dietician], and (7) Obtain lab work as
orderpd by Physician, Report results to Physician
when available. The care plan was updated with
the approach of 60 ml Med Pass® BID x 21 days
on 8/30/11

of the resident's Weight Change History
revealed a weight of 115.2 Ibs. on 9/6/11. Review
of the{Nutritional Progress Note dated 9/26/1 1,
revealed "Intake declining; average daily intake
55%. |Resident frequently refusing her Med
Pass®. ? [change] supplement to Health Shake
TID {tintee times daily]. Continue to monitor
intake| weight, & [and] labs as available.”
Therefore the resident's care plan was updated
with an approach of Health Shake with each meal
providpd on tray as of 9/27/11 and the Med
Pass@® was discontinued. Med Pass and Health
Shake|are balanced fortified nutrition drinks to
provide supplemental calories and protein for
weighfl gain.

Review:of the Weight Change History revealed
Resident #8's weight continued to decrease to
113.8 Ibs. on 10/5/11 and to 110.6 Ibs. on
11/4/11. Review of the Nutrition Data
Collection/Assessment form, dated 11/14/11,
revealgd "...Meal consumption < est,
.| [established] needs and note progressive, not sig
[signifigant], wt [weight] loss over time. Receives
4 'TID . . . Fort [fortified] food BID & Milk
J [follow up] in RAR [Resident At Risk]
migs [meetings] by CDM. Review of the RAR

ing minutes, daied i2/05/11 reveaied, “Add
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fortifind cookie to lunch. Request appetite
stimylant from Physician."

of the Weight Change History revealed

Shakg] TID. Will add ice cream .. ,asrt

Resident #8's weight continued to decline to
108.
as dogumented on her Weight Change History.

weigljt loss, no additional approaches were
implemented by the facility after 12/27/11.

of the facility's "Nutrition Intervention
Overview: Nutrition Assessment

Interdjsciplinary Team ensures that acceptable

identiffcation, goals, and interventions.”

an interview with the Certified Dietary
er (CDM) on 3/1/12 at 6:30 p.m., she

nt #8's weight decreased further to 109.6
ibs. gn 12/15/11. The Nutritional Progress Note,
dated 12/27/11, revealed "Wt 109.6 # [pounds];
Note progressive wt loss . . . Consumes 50%, . . .
FF [Fortified Foods] BID, Milk TID & H/S [Health

[resident] has refused Med Pass supplements.”

Ibs. on 1/1212 and 10102.0 Ibs. on 2/3/12

Evenfthough the resident continued to experience

s' policy, dated 7/23/09, revealed "Based

on a rgsident's comprehensive assessment, the

to remain current with problem/concern

£d the resident's care plan wasn't undated
£ she didn't trigger significant weight loss
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Continued From page 9
last MDS.

2, Cyoss Refer F323.

nt #5 was admitted to the facility on

. Her diagnoses include Alzheimer's
disegse, Rheumatoid Arthritis, and history of

Deep Vein Thrombosis. Review .of the most
recen! Minimum Data Set (MDS), dated 12/27/11,

bed gnd chair or wheelchair), and was totally
dependent on staff for iocomotion on and off the

the falls that were occurring outside of
led meal times or outside of her room: 1)
2/10/1/1 at 4:00 p.m. (before supper) in residents

with the Director of Nursing (DON) and
t Director of Nursing (ADON), on 3/2/12
1§ p.m., revezled the resident had non-slip

added to the wheelchair afier the fall on

F 280
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2/10/11. This intervention was documented on
the dare plan attached to the Incident Follow-up &
Recgmmendation Form but was not brought
forward to the present care plan dated 4/30/11.
They also verbally confirmed the resident shouid
not bie left unattended. This intervention was not
documented as an approach on the current care
plan.
Review of the facility ' s "Falls Management"
policy, documented, " ...Procedure : e.) The care
plan (s reviewed throughout the course of
treatment by the interdisciplinary team to assure
the most recent, updated, and resident specific
fall rgduction interventions have been
incorporated as necessary into the plan of care.” Y Wh i ion will be
F 282 : i 1 al corrective action wi |
ss= ' ;?5?:: %ﬁg%"E)RS gﬁg?g&i\’ JEAGFIED Fiake Accomplished for those residents
e : found to have been affected
. . By the deficient practice?
The services provided or arranged by the facility
must pe provided by qualified persons in The RN MDS Coordinator updated the
accorgdance with each resident's written plan of Care plan for Resident #5 on 3/2012
care, To reflect all current fall interventions. 3/23/12 |
Staff Development Coordinator (RN) oomp!;,led
i i i Care Guide utilization training with Certifie
gh-ls REQUIREMENT is nat met as evidenced Nursing Assistants on 3/22/12, with a focus
L4 . ; : ; On following fall precautions with residents
Basel on record review, staff interview, review of At risk for falls. 3/23/12
Certi d Nursing Assistant's (CNA) Daily Care
Guide, :and the Incident Follow-up & 2) How will you identify other residents
Recommendation Forms, the facility failed to Having the potential to be affected by
implerient the plan of care for one (1) of 24 the same deficient practice?
samplpd residents, Resident #5 who had a . .
history of multiple falls. The resident sustained 7 ge Sia{ifwelﬁpn):;tI%O(ﬂ;d;:::;;;ﬁies
mplel mechant 1115
fallslfr 2!1'011 1 to 2/15/12. The care piar? for On Certified Nursing Assistants on 3/22/12.
Resident #5 indicated staff transfer the resident ahen s T
; : The SDC educated facility associutes on
with a/lift and two person assist, and not to lea!vg how Lo check for falls. These associates
the re: i__dent_unaﬂended while in the wheelchair in were nursing, dietary, environmental services,
room. | 1 he facility's failure to foliow these maintenance. adminisiration. activities and therapy 393719
]
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PLAN OF CORRECTION {x5)
s b  DEFICIENCY MISY B PHECESED 9Y PULL PREFIX (EACH CORRECTIVE ACTION SHOULD B T
EACH DEFICIENCY MUST BE THE APPROPRIATE
p?iz 5 !;EGULATORY OR LSC IDENTIFYING INFORMATION) TAG CﬂOSS-REFEREECE:FEE tTE?q i
Lol F 282:3)  What measures will be put into place or
J 282: ‘Confinued From page 11 What systematic changes will you make
N interyentions resulted in the resident sustaining to ensure that the deficient practice will
A, 2 {6/ two Ralls, one-of wiilchresubted in haren froam & fai g
Ea\ o 4
v g " |out L vmee!chafr on 1241 gﬁ 1@?“";‘;‘;’;&?”’ The ADON (RN) will complete a weekly
N the resident sustained another fall on Visual audit of fall interventions for residents
from|her wheelchair while in the dining room Atrisk for falls based on the care plans/guides
unatiended. For three months. After this time. o unit
The findings include: manager, LPN/RN, will complete this visual
Crosh:Refer to F323. audit monihly thereafter. This will he
maintained on a log for the Fall Commj ttee, '
Review of the care plan, dated 4/30/2011, Educatign to staff, and modifications to the 3/23/12
documented the following approaches: (1) Plan of interventions will occur as necessary.
Trangfer with lift and two (2) person assist for I
safety, (2) Assist to bed or recliner after supper |
| meal] and (3) do not leave resident unattended in 4) How will the corrective action be

Accomplished for those residents
found to have been affected by

Revi \#of the CNA's "Daily Care Guide," dated Deficient practice?

8
3
2
A
s
=5
(]
©
s
D,

The Director of Nursing will present
The findings of weekly and monthly fall
intervention audit to the Performance

reclingr or in bed. Hoyer iift with transfers, use Improvement Committee monthly thereafter.

two (3) to assist.” The Performance Improvement Committee
consisting of the Executive Director,

Obsetvation on 2/29/12 at 10:14 a.m., revealed Medical Director, Business Office Manager, Staff

the refiident sitting in a wheelchair, nodding offto - Development Coordinator, Wound Care Nurse,

side the medication cart on the short hall gfrectur o; ll;la:d_iml Recu;dss, o Di

; . = irector of Environmental Service, Director
i o the Nurse sﬂs: allonid::ta"_'fllh enH oyer Of Maintenance, Director of Social Services,
vheelphair, attached to the resident. chai Director of Human Resources, Director of Rehab
lift sling was under the resident in wheelchair. Services, Director of Activities, Director of Nursing
Director of Food and Nutrition Services, and

On 12/10/11, Resident #5 sustained a fractured Director of Admissions/Marketing will review

nose and left index finger which resulted after a the findings and make recommendations and

fail fron her wheelchair. The Incident Follow-up develop plans of action if any areas are noted to

& Recbmmendation form dated 12/10/11, be non-compliant. 3/23/12

G and skin tear to forefinger treated per

protocpl and x-rayed." The "Witness Statement

% -
Event ID:52YY11 Faciity ID: TN7202 Ireontinuption shest Fage 150127
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Form® completed by the CNA, dated 12/10/11 at
10:3pa.m., documented, "This moming when |
was poming back from lunch break | walked by
the dining room and (resident's name) was lying
in thefloor face down. | ran down the hall and
foung'the nurse (name of nurse). The care plan
was not followed by leaving the resident
unattanded in the dining room resulting in the
resident sustaining a fractured nose."

On 9127/11, Resident #5 sustained bruises to her
uppet extremities which resulted after a fall from
the stand up lift. Review of the Incident Follow-up
ecommendation Form, dated 9/27/11

ented, "Resident was being transferred
land up lift and when the Cetified Nursing
Assistant (CNA) turned her toward bed she

ed through lift.”

On 2/16/12 at 3:00 p.m., Resident #5 sustained
another fall from her wheelchair while in the
dining{room. The Incident Follow-up &
Recommendation Form dated 2/1 512,
documeénted, "Resident was sitting in floor in front
of w/ic| She states she slid out.” CNA "Witness
Statement Form" dated 2/21/12 at 3:52 p.m.,
documents, "l was walking to the back to do
vitals. [As | passed the new side dining room |
saw (cplling name of resident) sitting in front of
her wheeichair. It appeared that she had slid out
of her ¢hair. | asked her if she was ok. She said
she was not hurting. | then ran to get help. Me
and some other Associates assisted her."

Review
policy,
plan is
treatmyet by the

of the facility's "Falls Management"

Hocumented, " ...Procedure : e.) The care
viewed throughout the course of

f interdisciplinary team to assure

i
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the vjost recent, updated, and resident specific
: fall reduction interventions have been
; incorporated as necessary into the plan of care.”
An interview conducted with the Director of
; Nursing (DON) and Assistant Director of Nursing
: (ADQN), on 3/2/12 at 3:15 p.m., confirmed the
ﬁ resident was left unattended in the dining room.
The PON and ADON also revealed the CNA, who
no longer works at the facility, was reprimanded
aboul leaving the resident unattended in the
dining room, and needed further education on fall
risk. FFurther interview with the ADON, on 3/2/12
at 3:30 p.m., with the care plan in hand,
confimmed the resident was supposed to have 2
person assist by staff when using the lift to
transfar the resident. During an interview with the
Directer of Nursing (DON) on 3/2/12 at
approximately 3:45 p.m., she confirmed that
everything on the CNA Daily Care Guide was up
to datp. If there were any changes to the
residgnt's care, the Daily Care Guide would
refl
F 312 | 483.25%a)(3) ADL CARE PROVIDED FOR F 312
$s=D | DEPE[NDENT RESIDENTS 1) What corrective action will be
! Accomplished for those residents
A resiflent who is unable to carry out activities of | foundto have been af_fwffd
daily living receives the necessary services to By the deficient practice?
maintain good nutrition, grooming, and personal Resident #22 received a shower by a C.N.A
and oral hygiene As scheduled each Monday, Wednesday,
And Friday from 3/5/12 through 3/19/12.
These dates include 3/5/12,3/7/12, )
3/9/12, 3/12/12, 3/14/12,3/16/12,and 3/19/12. | = 3/23/12 ,
This REQUIREMENT is not met as evidenced
by: C.N.A. #7 received one on one education by
Based on group interview, staff interview and The Staff Development Coordinator (RN)
s‘écorieview. the facility faflad to cnsurc that On 3/15/12 on completing showers, and l
howerrs were provided as scheduled for one (1) Notifying a supervisor if unable to complete 3
S scheduled showers timely. /23/12
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F 312 | Continued From page 14 F 312)2) How will you identify other residents
of 12 residents attending group, Resident #22. Having the potential to be affected by
the same deficient practice?
T ;
he fndings Inckie Assistant Director of Nursing (RN)
0 B . ; < Completed an audit of resident showers
15 . "\t’ "During group tr]terwew conducted on 2/29/12 at For timely completion on 3/21/12. Residents
[\"‘“ \Q 3:30jp.m., R?SIdenl #22 stated she had a Scheduled to have showers have received
ik problem getting her showers. She stated she Showers timely unless they have refused.
" was supposed to get a shower Monday and did This was confirmed by the ADON
not get it. The resident also stated it happened Reviewing documentation on
morg than once. Further interview conducted The “Mynthly Flc_w Repqn" completcd‘ 33/12
after|group, revealed she can wash the front of By Certified Nursing Assistants (C.N.A’s).
her body but need assistance with the rest.

Staff Development Coordinator (RN)

. : Completed education with CN.A.’s on
L Revigw of the Daily Shower Schedule 3/22/12 on completing showers, and

Notifying a supervisor if unable to complete

showgrs on Mondays, Wednesdays and Fridays. ; : S
Revigw of the "Monthly Flow Report" completed S(—c};.lcd’;l !:dwsiﬁoxiﬁrtglﬁtﬁt?&ﬂm
by Certified Nursing Assistants (CNAs) will be reassi gned if necessary to ensure
documenting “Daily Care" for February 2012, resident receives number of showers
revedled the resident had not received showers scheduled per week are given.

on 2/$/12, 2/6/12 and Monday, 2/27/12 This education will also be completed
(Monday). upon orientation of new C.N.A's by the

Staff Development Coordinator. . 3123112

Interview conducted on 3/2/12 at approximately
4:15 p.m., with CNA #7, revealed she was
assigned to provide care for Resident #22 on

, 2/27/12. The CNA stated sha did not

3) What measures will be put inte place or
What systematic changes will you make
to ensure that the deficient practice will

give the resident a shower on Monday because Robmee
she did not have enough time. The ADON (RN) will complete a weekly,
audit for 3 months and maonthly thereafter,
Interview with the Assistant Director of Nursing of the “Monthly Flow Report” for timely 1 :
(ADON) on 3/2/12 at approximately 8:45 a.m., ! resident shower completion by C.N.A’s, 3/23/12

Education to C.N.A’s will oceur as necessary.

condufted an in-service on 2/2/ 12 regarding The unit manager, LPN, will conduct random

showers. The ADON stated facility staff were Interviews with intercviewable residents on |

required to sign in. Review of the Inservice sign Receiving showers as scheduled 3/253/12
in she

revealed CNA #7 was not on the list as |
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of 12|residents attending group, Resident #22.
4)  How will the corrective action be
The fjndings include: Accomplished for those residents
found to have been affected by
: . i ice?
During group interview conducted on 2/29/12 at Deficlent practice
3:30 p.m., Resident #22 stated she had a : . :
ki The Director of Nursing will present
problem getting her showers. She stated she The findings of weekly and monthly “Monthly
was gupposed to get a shower Monday and did Flow Report” audit for timely resident
not get it. The resident also stated it happened shower completion to the Performance
morethan once. Further interview conducted Imptovement Committee monthly for one year.
after group, revealed she can wash the front of The Performance Improvement Committee
her bpdy but need assistance with the rest. consisting of the Executive Director,
* Medical Director, Business Office Manager, Staff
Review of the Daily Shower Schedule g;vsltzprgm e‘j?;?’&’;i‘.f’,’a:"“““" Care Nurse,
. ; irector )
d::cu ntedMR esc;dent vaZ was scheduled f.or Director of Environmental Service, Director
showsrs on Mondays, Wednesdays and Fridays Of Maintenance, Director of Social Services,
Review of the "Monthly Flow Report” completed Director of Human Resources, Director of Rehab
by Ceftified Nursing Assistants (CNAs) Services, Director of Activities, Director of Nursing
documenting "Daily Care" for February 2012, Director of Food and Nutrition Services, and
revealad the resident had not received showers Director of Admissions/Marketing will review
on 2/3/12, 2/6/12 and Monday, 22712 the findings and make recommendations and
(Monday). ’ develop plans of action if any areas are noted to 32312
be non-compliant.
Intervipw conducted on 3/2/12 at approximately
| 4:15 p|m., with CNA #7, revealed she was
assignad to provide care for Resident #22 on
Mondagy, 2/27/12. The CNA stated she did not
give the resident a shower on Monday because
she did not have enough time.
Intervigw with the Assistant Director of Nursing
(ADON) on 3/2/12 at approximately 8:45 a.m.,
| confirmed they were having problems with CNAs
giving showers. She also revealed the facility
condugted an in-service on 2/2/12 regarding
showets. The ADON stated facility staff were
required to sign in. Review of the Inservice sign
in shegt revealed CNA #7 was not on the list as
Event ID:52YY11 Facility ID: TN7202 If continuation sheet Page f9of 33
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F 312 | Confinued From page 15 F 312
having attended the in-service. '
F 315 | 483125(d) NO CATHETER, PREVENT UTI, F 315
= qr DD
ﬁ $s=D | RESTORE BLADDER 1}  What corrective action will be
. , Accomplished for those residents
Based on the remde.n} s comprehensive - found to have been affected
assgssment, the facility must ensure that a By the deficicnt practice?
resigent who enters the facility without an
indwelling catheter is not catheterized unless the Resident #4 discharged on 3/7/12, 3/23/12 .
resigent’s clinical condition demonstrates that
cathpterization was necessary; and a resident Resident #5 completed antibiotic therapy
wholis incontinent of bladder receives appropriate For E-Coli as of 3/20/12 and shows no current 3/23/12
treatment and services to prevent urinary tract Signs or symptoms of infection.

infections and to restore as much normal blad
e o CN.A # 5 received one on one education i

funcfion as possible. And competency was completed i
By the Staff Development Coordinator (RN) :
On personal hygiene care, including proper

This REQUIREMENT is not met as evidenced Incontinent care for a resident on 3/15/12. 3/23/12

by:

Based on observation, record review , staff C.N.A # 3 received one on one education

interyiew and policy review, the facility failed to And competency was confirmed

provife incontinent care in a manner to prevent gi ;e Slaff E;;_t;lopmi:: po?rcc[!_m;mr (RN)

urinafy tract infections for two (2) of 24 sampled Tsonat hygicne care, including proper '

residpnts, (Resident # 4 and 5) L1 Incontinent care for a resident on 3/20/12. ] 3/23/12
“rpv

] 3:{ “2)  How will you identify other residents
e

The findings include: Having the potential to be affected by

.’1 F L 1 \ L/ - - .,
215 77 I B 04 W the same deficient practice?
1. Observation on 3/1/12 at 9:30 a.m., of ¥ l"/:/;\uu- b W}L o
incontinent care for Resident #4, revealed @ ¢ A%y Assistan_t Director of Nursing (RN)
Certifled Nursing Assistant (CNA) #5 did not ¢ AU, oY) © | And Unit Manager (LPN) obscrved
separgate the labia and wash the urethral area. V5 Vi C.N.A’s providing incontinent care of
ovY o d\ Residents receiving antibiotic treatment for
Y / L N 5 . .
A teview of the resident's medical record o & JJiow 32212 CNGA's provided Insontinent
S { re in a manner (o prevent urinary .
revealed a urine culture, completed on 1/25/12, ot Tract infactions 3/23/12
with results of Escherichia Coli (E-Coli-a colon ¢ '
bacillys, an indicator of fecal contamination) and Staff Development Coordinator (RN)
Enterpcoccus faecalis ( inhabitants of the human { Completed cducation and competencies
intestinal tract), mixed flora The resident was ! With CN.A’s on 3/22/12 on personal
treatef with antibiotic therapy. Hygiene care, including proper incontinent 3/23/12
. Care for a resident. F
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2. Qbservation on 3/1/12 at 10:10 a.m., of 3 o o spawillbe pu A e
incoEinent care for Resident #5, revealed CNA by ensm’_’e &??‘Li‘é:ggz rlmgt{;:e“\:ail:f
#3 did not separate the labia and wash the e ¥
urethjrai area.
¢ The ADON (RN) will complete a weekly
Obsgrvation and record review revealed the Random audit for 3 months and moathly
resid%nt had an indwelling catheter. Further for one year of incontinent care for
record review revealed a urine culture, completed tesidents by C.N.A’s. These observations i
on 2/p/12, with resulls of E-Coli. The resident will occur for 5 residents on cach hall, '
was treated with Macrobid 100 milligrams (mg), and the audit will include visually :
twice|a day for five (5) days. observing for incontinent care completion :
In a manner to prevent urinary tract infection, 32312
The F'hysician:f. Progress Notes dated 2{1 4/12, The staff development coordinator will track
docy ented, I.E-Coh UTI, P (Plan): Feminine And trend for UTIs and common organisms.
hygiene education" . Education will be provided to associates in
Areas were non-compliance is noted, . 312312
During an interview with CNA #3 on 3/2/12 at i
11:25|a.m., she confirmed she did not separate i
the labia to clean the resident's urethral area.
Interview with the Director of Nursing (DON) on
3/2/12 at 11:30 a.m., confirmed the CNAs did not
perform correct incontinent care. She stated,
"staff are suppose to separate the labia, clean
down both sides of the urethal area and then
down the middle, front to back, using a clean
towel each time."
Review of the facility's policy entitled, "Personal
Hygiene Care for the Female Resident",
documents, " ...Procedural Steps: 16, Separate
labia and wash urethral area first wiping
downward from front to back",
F-323 | 483.25(h) FREE OF ACCIDENT F 323
$8=G | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
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2. Obbervation on 3/1/12 at 10:10 a.m., of 4)  How will the corrective action be
incontinent care for Resident #5, revealed CNA Accomplished for those residents
#3 did|not separate the labia and wash the g'"t?di:; thave b_eef affected by
ureth aide. EIIC pract!oe.
) _ . The Director of Nursing will present
Ob§e tion anl:! recorc! review revealed the The findings of weekly and monthly
resident had an indwelling catheter. Further “Incontinent Care Audit” for timely
record|review revealed a urine culture, completed resident shower completion
on 2/9/12, with results of E-Coli. The resident to the Performance Improvement Committee
was treated with Macrobid 100 milligrams (mg), monthly for one year.
twice g day for five (5) days. The Performance Improvement Committee
consisting of the Executive Director,
i Medical Director, Business Offi M.
The Physician's Progress Notes dated 2/14/12, » Bu. ice Manager, Staff
= & . . Development Coordinator, Wound Care Nurse
docgn%ymed, |_E-C;oh UT1, P (Plan): Feminine Director of Medical Recor ds, ’
hygieng education” . 8}r:4ctor of Environmental Service, Director
aintenance, Director of Social Services
During|an interview with CNA #3 on 3/2/12 at Director of Human Resources, Director of Rehab
11:25 3.m., she confirmed she did not separate Services, Director of Activities, Director of Nursing
the labla to clean the resident’s urethral area. Director of Food and Nutrition Services, and
Director of Admissions/Marketing will review

Interviw with the Director of Nursing (DON) on the findings and make recommendations and
develop plans of action if any areas are noted to

3/2/12 pat 11:30 a.m., confirmed the CNAs did not beio f
perform correct inconfinent care. She stated, Seompliant, M1z |
"staff afe suppose to separate the labia, clean ’ )

down both sides of the urethal area and then
down the middle, front to back, using a clean
towel emch time."

Review of the facility's policy entitied, "Personal
Hygiene Care for the Female Resident",
documents, " ...Procedutal Steps: 16. Separate
labia and wash urethral area first wiping

downward from front to back".

F 323 | 483.25(h) FREE OF ACCIDENT F 323
§5=G | HAZARDS/SUPERVISION/DEVICES

The fadlity must ensure that the resident
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iy . ; 1) Whal corrective action will be
env
v °‘;’:§g:;e;3":a§§ fes d°f fmd?‘ hazards Accomplished for those residents
4 P i s Fom gale b e"f found to have been affected
adequate Supervision and assistance devices to By the deficient practice?
prevpnt accidents.
An RN reviewed the current fall
Interventions for Resident #5 on 3/20/12
And confirmed the interventions
- ' Are documented on the care plan, C.N.A : 2
This REQUIREMENT is not met as evidenced Care guide, and these interventions are in place. ~ * 3/23/1
byl " »
Based on observation, staff interview and record IR LN Lnit hliwa ger edicaied CN.AS
revie, and review of the Falls Policy, the facii SLoss W Seen frm sl
s © Fals Folicy, the facility On the residents current fall interventions
alleq to ensure one (1) of 24 sampled residents, And how to utilize the “C.N.A Care Guide”
Resident # 5, who had a history of multiple falls,  Daily to ensure current interventions are being iy
was not left unattended when up in wheelchair, Followed. 3'33‘:' ).
and failed to ensure two staff assisted for safety )
when fransferring the resident using a lift. The 2) How will you identify other residents
resident sustained 7 falls from 2/10/11 to 2/15/12. . Having the potential to be affected by
The resident sustained a fractured nasal septum the same deficient practice?
and fiactured left index finger during a fall on ; ; ;
12/10¢11 whi P Assistant Director of Nursing (RN)
J11 while unattended in dining room, and And Unit Manager (LPN) reviewed the
received bruises to her upper extremities during a Current interventions, care plans, and
fall when st_aﬁ‘transferfed the resident with one C.N.A care guides for residents at risk
person assist instead of two, on 9/27/11. In For falls on 3/22/12. Interventions are in place,
addition, the resident sustained another fall from And the C.N.A care guide and resident ;
the wheelchair while left unattended in the dining Care plans are congruent. 32312
room,|on 2/15/12, This failure to provide .
adequate supervision to prevent and/or reduce The Staff Dﬂ\'elopmcﬂ: gmfdlﬂawf
falls resulted in harm to Resident #5. educated C.N.A’s on 3/22/12 on
how to utilize the “C.N.A Care Guide” for
FH— : residents at risk for falls daily to ensure current
Gt > _The findings include: interventions are being followed.
Y R O . ; s The Interdisciplinary Team consisting
/L_-’ v.\‘r Residgnt #5 was admitted to the facility on Of the Direc:o]: ofN);rsing, MDS RN Coordinator,
AL 8/31/0p. Her diagnoses include Alzheimer's Activities Director, Rehab Services Manager,
7’ diseasp, Rheumatoid Arthritis, and history of Dietary Director, and Social Service Director
Deep Yein Thrombosis. Review of the most Were educated by the Executive Director _
recent Minimum Data Set (MDS), dated 12/27/11, On the need for timely and accurate updanng_ of
| revealed the resident had severely im ired Resident care plans for residents who are at risk R
yHmee For falls, or who have experienced falls. I\g ‘3?7‘?2"
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-| Al residents are assessed on admission [or fall
F 323 | Contjnued From page 18 F 323 Risk. Residents that are identitied “at risk for 323 !12' ,

bed and chair or wheelchair), and was totally
dependent on staff for locomotion on and off the

assisfance with dressing and personal hygiene,
and with impaired range of motion on both sides

short hall across from the Nurse's station. Alarm
on wheelchair, attached to the resident.

lls Care Plan, dated 4/30/11, identified the

to) impaired mobility, frequent falls,
impaired balance, cognitive deficits and muscle
weakness." Although the resident was assessed
re cognitive impairment, the falls care
plan revealed the following approaches: 1)
Persopal alarm in bed and chair. Check
placement and function every shift, 2) Transfer

necessary or as requested by resident, 4) Assist
to bed|or recliner after supper meal.

t unattended in room while in wic on

, 6) Resident to be put to bed after
supper| on 9/2/11, 7) Hoyer lift with 2 person [liff]
on 9/2%/11, 8) Educated staff on fall risk on
1212111, ©) Place resident in recliner or bed
when ih room on 12/29/11 , and 10)For trial

3) What measures will be put into place or
What systematic changes will you make
to ensure that the deficient practice will

not recur?

monthly thereafter.

4) How will the corrective action be
Accomplished for those residents
found to have been affected by
Deficient practice?

Director of Medical Records,

be non-compliant.

Falls™ will be placed in the Fall Risk program.

The Unit Managers (RN) will complete a weekly
audit of residents at risk for falls for 4 weeks, then

This audit will include reviewing the care plans
And C.N.A care guides for these residents, and
Visually reviewing that interventions are in place.
The Unit Managers will educate C.N.A’s as

New interventions are added for residents at

Risk for falls. The Siaff Development Coordinator
(RN) will educate new C.N.A associates upon
Orientation of how to utilize C.N.A Care Guides .

To ensure that interventions for falls are followed. | 3 [Qf//q}

The Director of Nursing will present
The findings of weekly and monthly “Resident at Risk for
Falls™ audit for intervention compliance

to the Performance Improvement Commiitee

for one year. The Performance Improvement
Committee consisting of the Executive Director,
Medical Director, Business Office Manager, Staff
Development Coordinator, Wound Care Nurse,

Director of Environmental Service, Director
Of Maintenance, Director of Social Serviges,
Director of Human Resources, Director of Rehab
Services, Director of Activities, Director of Nursing
Director of Food and Nutrition Services, and
Director of Admissions/Marketing will review
the findings and make recommendations and
evelop plans of action if any areas are noted to .
ol : 4 3fzsjjz:,
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: F 323 | Continued From page 19 F 323
perigd till funtil} w/c received from therapy, put to

bed after lunch for rest period and back up for
dinner on 2/21/12. The facility was unable to
; provide evidence demonstrating the staff received

training for Fall Risk on 12/12/11 as outlined in
the resident's care plan.

The approach/intervention, "Do not leave the
resident unattended in room while in wic" was
discontinued on 12/29/11, after the resident fell
from the wheelchair in the dining room and
fractured her nose and left index finger on
12/10711.

it # 5's Fall Risk Evaluation documented
the repident’s score as "18 - 20" from 71311 -
12/11f11. According to the Fall Risk Evaluation,
"A regident who scores a 10 or higher is at risk for
falls* .

of the facility’s Incident Follow-Up &
ndation Form and Nurse's Notes,

Resident #5 fell seven (7) times

betw 2/10/11 and 2/15/12, sustaining a

fracturpd nose and Left index finger on 12/10/11,

The fafls occurred on the following dates:

A. 12/10/11 at 10:30 a.m.

Review of the Nurse's notes, dated 12/10/1 1 at
10:30 3.m., revealed, "Resident found lying face_
down dn dining room floor. Resident is bleeding
from thp forehead. Bleeding is stopped by minor
cleaning. Steri-strips applied. Further exam
revealsiright and left forefinger (inner aspect) has
a 1 cm(centimeter) skin tear. All wound cleaned
-Clenz and steri-stripped ..." At 11:00
Nurse documented that the GNP

i

¢ Nurse Practitioner) is called. Ordered
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X-ray of face, left (L) finger, Neurochecks, next
24 hours and immobilize (L) index finger to her
next finger after it is x-rayed "

of the Incident Follow-up &

mendation Faorm, dated 12/10/11,

nted, "Resident in dining room lying in
floor face down 10:30 a.m. with bleeding
forehpad and skin tear to forefinger. Treated per
| and x-rayed. Recommendations/Actions
. Upon investigation found CNA involved

itness Statement Form™ completed by the
CNA, |dated 12/10/11 at 10:30 a.m., documented,
"This noming when | was coming back from
lunch|break | walked by the dining room and
(residpnt ' s name) was lying in the floor face
I ran down the hall and found the nurse
of nurse). The care plan was not followed
ing the resident unattended in the dining
sulting in the resident sustaining a

nose."

of the Radiology report, dated 12/10/11,
nted, "Clinical Information: cut on

the Interpreting Doctor's typed name,
docun ented, " Fx, (fracture) nasal septum .

The Physician's Progress notes, dated 12/13/11
at 1535 (3:35 p.m.), documented, " ...recent fall
with head laceration and fx to (L) index finger
(linear) ...X-rays 12/10/11 - shows fx nasal
septurg, i (L) index fingsr secondary to fall.”
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iew conducted on 3/2/12 at approximately
3:00 p.m., with the Licensed Practical Nurse
(LPN) that assessed the resident after this fall,
revedied he could not remember if the chair

was on the resident or if anyone else was
present in the dining room. The LPN reviewed
his dgcumentation in the Nurse's Notes, dated
12/10/11 at 10:30 a.m., and confirmed there was
no documentation of the alarm sounding or being
| attached to the resident.

Revie of the Nurses Notes and Incident

The Nurse's Notes dated 9/27/11 at 7:35 p.m.,
documented, "CNA stated Resident fall out of
Lift during transfer. When | entered
room, fesident was lying on back in floor in front
of Bed B's recliner positioned on back, both legs
straight, feet resting on foot rest of lift, left arm
and shaulder on foot rest of bed-side table. C/O
(compkain of) mild pain. Redness and bruising
noted to BUE (bilateral upper extremities) and
right hand. No other injury noted. No S/S

ptoms) of fracture. BP (Blood Pressure)
128/58 T (Temperature) 96.1m Pulse 110, R
(Respifations) 20. Resident assisted from floor to
to bed.

C. 2110111 at 4:00 p.m.

"Residgnt sitting in floor (in room) in front of wic,
sitting Ypright, both legs forward slightly bent. No
injury npted, Assisted to reclining chair. Resident
stated she was irying to get up and feli ...Non slip
materiad added to wheel chair to prevent further
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incident.”
D. 2116/11 at 6:00 p.m. entry for 4:30 p.m.

ident sitting in floor in front of wheelchair.
Sitting upright, legs forward slightly bent. 6pm
Spoke with daughter (daughter's name), daughter
requests seat-belt to be added to wheel! chair
--no injury. Denies pain. Approach: Do not leave
wheelchair in room."

7/11 at 9:00 p.m.

nt witnessed by CNA (Certified Nursing
Assistant) sliding out of wheelchair (wic) to floor.
When(this Nurse entered room, resident was
sitting|upright on buttocks in floor in front of wic.
No injury noted ... *

#nt sitting in floor in hallway in a sitting

in front of wheelchair, back against chair,
both legs forward, no injury noted, denied pain
...assigted back to wic then to bed."

G. 2/16/12 at 3:00 p.m. (incident report anly)
CNA ess Statement Form" dated 2/21/12
at 3:52 p.m., documents, "l was walking to the
back td do vitals. As | passed the new side dining
room | gaw (calling name of resident) sitting in
front oflher wheelchair, It appeared that she had
slid outiof her chair. | asked her if she was ok,
She sald she was not hurting. | then ran to get
help. Me and some other Associates assisted
her," .

Follow-Up & Recommendation Form, revealed no
documentation of the alarm being present on the
resident during fall on 2/15/12. Also, there was

Again, Pview of the Nurse's Notes and Incident
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directly from a note on 1/17/12 at 12:20 p.m.tfoa
noted on 2/16/12 at 03:00 a.m.

erview conducted with the Director of
Nursing (DON) and Assistant Director of Nursing
(ADQN) on 3/2/12 at 3:15 p.m., confirmed the

ident was left unattended in the dining room
and should not have been. The DON and ADON
also nevealed the CNA, who no longer works at
the facility, was reprimanded about leaving the
resident unattended in the dining room, and
needed further education on fall risk. They also
stated one-on-one education was done with the
CNA but could not show documentation that
education occurred. Further interview with the
ADON, on 3/2/12 at 3:30 p.m., with the care plan
in hand, confirmed the resident was supposed to
have 2 person assist by staff when using the lift to
transfer the resident, and confirmed that the

is not cognitively alert enough to ask for
istance when transferring as care planned.
During an interview with the Director of Nursing
(DON)on 3/2/12 at approximately 3:45 p.m,, she
confirmed that everything on the CNA Daily Care
as up to date. Ifthere were any changes
to the fesident's care, the Daily Care Guide would
reflect jt.

shift, the CNAs receive a "Daily Care
Guide"|at the beginning of their shift which

Ihe following was listed on the CNA's

are Guide," dated 3/1/12, for the resident:
t leave resident up in w/c unattended and
2 resident in recliner or bed, The

i aforementioned approaches on the CNA's "Daily
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Care| Guide" conflict with the resident's most
current care plan interventions. In addition to the
conflicting approach, interview on 3/1/12 at 10:1 0
a.m. with CNA #3 assigned to the resident, she

assed any of the resident's numerous falls
that dgcurred outside of the facility's scheduled
meal limes as well as the falls that occurred

2d on interview with the DON and ADON, the
resident should never have been left alone, but
this was never placed on the care plan. Aithough
this approach was added 1o the CNA "Daily Care
Guidey" the CNA assigned to the resident was

dent being left alone again in the dining
room and sustaining another fall after the fall with

updateql as necessary to reflect each resident's
current safety needs and fall reduction
interventions .... Assessment of Fall Risk & Care
Plan Development: e) The care plan is reviewed
througheut the course of treatment by the
interdispiplinary team to assure the most recent,
updatedl, and resident spegific fall reduction
interventions have been incorporated as
necessary into the plan of care ... Management
of Falls| h.) The charge nurse will gather and

| record as much pertinent data as possible related
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to the fall, take note of the environment in which
the fall occurred, and record any potential causal
factors and j.) The charge nurses will review and
update the care plan as needed to reflect the
resident ' s present mobility, safety needs, and
will cgmmunicate fall reduction interventions to
care givers on the unit and in shift report . ..
Follow-Up Falls: h.) The Fall Reduction
Committee (a sub-committee of Performance
Improvement) will review fall trends, analyze data,
and dptermine the need for action plans designed
to minimize the risk of falls.”
F 325 | 483.25(1) MAINTAIN NUTRITION STATUS F 325
$8=D | UNLESS UNAVOIDABLE 1) What corrective action will be
Accomplished for those residents
Based on a resident's comprehensive found to have been affected
assespment, the facility must ensure that a By the deficient practice?
residept -
(1) Majntains acceptable parameters of nutritional Physician reviewed resident nutritional status
status{ such as body weight and protein levels, And the Resident at Risk Committee
unlessithe resident's clinical condition ;;m.["%mendaf“.m on 3/7/12 for Resident
demorjstrates that this is not possible; and wéagnﬂ'ﬁﬁfﬂﬁﬁﬁﬁﬁa’ﬁ“@h meals
@) i:'(gupmes a therapeutic diét when there is a Physician denied request for new order for
nutritional problem. Appetite stimulant at this time, The Resident
3! Risk Committee consists of the Director
f Nursing, Dietary Manager, Wound Care Nurse, ca
Therapist, Social Worker, and Dietician, -3-'&?'}‘2,
) | This REQUIREMENT is not met as evidenced
V| by:
.7 1~ | Based|on observation, medical record review,
1 /(H the factlity's policy review, resident and staff
gt interview, the facility failed to follow up timely with .
" the Physician on a recommendation of an . -
Appetite Stimulant for an at risk resident already 5 ) /
experiencing impaired nutrition for one (1) of four (&3
(4) residents reviewed for weight loss out of a
total sample of 24 residents (Resident #8).—— ‘
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to, Esophageal Reflux, Vitamin Deficiency,
nile Dementia. The most recent quarterly
ym Data Set (MDS), dated 1/24/12, coded

8 (Ibs.). This was a three (3) Ib. weight loss
and a(decline in Activity of Daily Living according
to her|previous MDS, dated 11/3/11, which coded
she only required set-up help with eating and
weighpd 111 Ibs.

Resident #8 was observed with a thin frame
during initial tour on 2/28/12 at 1:06 p.m.

Reviey of the resident's Weight Change History
revealad the following weights (please see

.d Ibs. on 8/5/11
Ibs. on 9/6/11
.8 Ibs. on 10/5/11
.§ Ibs. on 11/4/11
Ibs. on 12/15/11
4 ibs. on 1/12/12
.Qlbs. on 2/3/12

daily intake 55%. Resident frequently refusing
her Med Pass®. Change supplement to Health
Shake TID [three times dailvl. Continue to
monitgr intake, weight, & [and] labs as available.”

2

How will you identify other residents
Having the potential to be affected by
the same deficient practice?

The Resident at Risk Committee, consisting of
The Director of Nursing, Dietary Manager,
Wound Care Nurse, Therapist, Social Worker,
and Dietician reviewed the current status of
residents with weight loss on 3/6/12.

The Resident at Risk Committee contacted

the physician on 3/6/12 for 12 (twelve)residents,
and on 3/7/12 for 3 (three) residents and reviewed
and received clarification for the plan of care

Of these residents.

The Executive Director educated the Resident at
Risk Committee on 3/20/12,

consisting of the Director Of

Nursing, Dietary Manager, Wound Care Nurse,
Therapist, Social Worker, Dietician, and LPN
Unit Manager that an LPN Unit Manager

is to contact the residents physician and receive
new orders or clarification orders for residents
who have received recommendations by the
Resident at Risk Committee within 24 hours

of the committee meeting. This communication
will be documented in the nurses notes.

All new admissions will be reviewed weekly for

4 weeks by Resident at Risk commiitee. All readmits

will be reviewed by Dictary Manager. Readmits
will be reviewed by Resident at Risk commitlee
if a change in condition has occurred that affecis
nutritional status.
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3) What measures will be put into place or

F 325 | Contihued From page 27 F 325/ What systematic changes will you make
Thergfore the resident's care plan was updated lo ensure that the deficient practice will not recur?
with gn approach of Health Shake with each meal The Resident at Risk Committce, consisting of
provided on tray as of 9/27/11 and the Med the Director Of Nursing, Dietary Manager,
Pass® was discontinued. Med Pass and Health Wound Care Nurse, Therapist, Social Worker,
Shake are balanced fortified nutrition drinks to And Dietician will review residents at risk
provige supplemental calories and protein for For weight loss weekly, and contact
weight gain. The physician and receive new orders or

clarification orders for residents
Review of the Nutrition Data who have received recommendations by the

Resident at Risk Commitlee within 24 hours
of the committce meeting. This communication 3 [ B#B
i

revealgd " . .. Meal consumption < est. : .
[estabjished] needs and note progressive, not sig WD dncsmented: iy afecmioed fioles
[significant], wt [weight] loss over time. Receives The Executive Director wil] audit the
Shakeg TID [three times a day]. . . Fort [fortified] “Review List/Follow Up for Resident at
food BID [two times a day)] & Milk TID. F/U Risk Meeting” form weekly for ihree months and
[follow|up] in RAR [Resident At Risk] mtgs monthly for one year and confirm that
, [meetings] by CDM." Review of the RAR meeting Committee recommendations
' minutes, dated 12/05/11 revealed "Add fortified For weight loss of residents have been '
cookieito lunch. Request appetite stimulant from reviewed timely with the physician. ‘?/3\‘} /’2
Physiclan."

revealgd "Wt 109.6 # [pounds]; Note progressive
. . . Consumes 50%, . . . FF [Fortified
Foods]iBID, Milk TID & H/S [Health Shake] TID.
Will add ice cream . . . as rt [resident] has
refused Med Pass supplements.”

During (nterview with the Director of Nursing
(DON), |Assistant Director of Nursing (ADON),
and the| Dietary Manager (DM) on 3/1/12 at 6:30
p-m., thpy revealed weights are done by the

ve nursing assistant, reviewed by the
MDS nurse, and then entered into the facility's
electrorfic system by the DM or Medical Records
Nurse. [They also explained the DM generates a
report identifying residents with significant weight
loss whigh is discussed during the RAR meetings
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held gvery Tuesday. Attendees included the
DON,(Wound Care Nurse, Therapy, Social !
Worker, DM, and the Dietician if possible. In 4) ' How will the corrective action be
additipn, they stated Resident #8's weight started Accomplished for those residents
declinjng after her fracture in August 2011. found to have been affected by
Revie of the Incident Follow-Up & Deficient practice?
Recorpmendation Form, dated 8/6/11, revealed o
Resident #8 fell and sustained a right femoral The Executive Director will present
fractuse The findings of wef:k!y “Review List/
Fotlow Up for Resident at Risk Meeting” audit
Reviey of the faciity's policy entitied "Nutriion ;:ol:fh:;e;{fﬁrmn:ﬁaﬁ“pmcmm S
Inter‘v on Program Overview: Weight The Performance Improvement Committee
Monitgring," dated 7/23/09, revealed "Any consisting of the Exccutjve Director,
resident who experiences an unplanned weight Medical Director, Business Office Manager, Staff
loss, sjgnificant weight change, or undesirable Development Coordinator, Wound Care Nurse,
weight change is assessed and monitored by the Director of Medical Records,
Interdisciplinary Team. Each identified resident Director of Environmental Service, Director
with a weight change has a current nutrition gﬁxz‘r‘z’;‘:ﬁm a?‘};ee‘;‘.ﬂrggs Soggriggv;?e‘a e
: iscioli s 8
(a:s;:s E:ngxm::;' lh?? J;tﬁ:zlﬂ?::g Services, Director of Activities, Director of Nursing
y 3 : : Director of Food and Nutrition Services, and
weightfloss/poor intake or weight gain, assesses Director of Admissions/Marketin g will review
dining heeds if indicated, provides realistic and the findings and make recommendations and
measurable goals, indicates specific and develop plans of action if any areas are noted to b /
individpalized interventions, and more as needed. : be non-compliant, : o
The nutrition progress notes describe the ; I 3/23/12
changgs, plan of action, and progress or lack of . t
progress.”
Resident #8 experienced 8.3% weight loss
between 11/4/11 - 2/3/12 (approximately 90 days)
and experienced 5.4% weight loss between
1/112/12 - 2/3/12 (less than 30 days).
Even tHough the resident continued to experience
weight |oss, as of 3/1/12, no follow up was done
in refergnce to a response from the Physician to
the appatite stimulant recommended on 12/6/11.
This was 88 days later with no response. In
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F 325 | Cont#ued From page 29 F 325
addition, no nutrition progress notes were
documented in the resident's medical racord
since{12/27/11 and no modifications occurred
with her plan of care since 12/27/11.

As of[2/29/12, the resident weighed 103 Ibs (one
[1] Ib weight increase since 2/312).

During interview with the Physician on 3/2/12 at
12:35/p.m., he communicated he has a lot of
residgnts to follow and it's nearly impossible for
him tq remember if the appetite stimulant was
discugsed with him for resident #8. During
interviaw with the resident on 3/2/12 at 1:15 p.m.,
she sthted " The food is okay .. .| never ate all
my fogd in my entire life. 1 like the ice cream and
shakes | receive."

During interview with the Distician and Dietary
Manager (DM) on 3/2/12 at 2:00 p.m., they
explainjed the Nursing Unit Manager rounds with
the Physician weekly and is responsible for
getting feedback on any recommendations made.
During|an interview with the DON on 3/2/12 at
approxymately 2:20 p.m., she stated " We
[Nursing] dropped the bail and failed to geta
from the Physician on the
recomipendation for appetite stimulant.”

F 441 | 483.65|INFECTION CONTROL, PREVENT F 441

§8=D | SPREAD, LINENS 1) What corrective action will be

s ; : Accomplished for those residents
The fadility must establish and maintain an _ found to have been affected
Infection Control Program designed to provide a By the deficient practice?

safe, sgnitary and comfortable environment and
to help prevent the development and transmission
of disedse and infection.

ion Control Program )
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Program under which it -

(1) Inyestigates, controls, and prevents infections
in thelfacility;

(2) Dgcides what procedures, such as isolation,
should be applied to an individual resident; and -
(3) Maintains a record of incidents and corrective
related to infections.

The TEility must establish an Infection Control

enting Spread of Infection

en the Infection Control Program

nes that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The: facility must prohibit employees with a
commiinicable disease or infected skin lesions
from djrect contact with residents or their food, if
direct tontact will transmit the disease,

(3) The facility must require staff to wash their
hands pfter each direct resident contact for which
hand washing is indicated by accepted
profesgional practice.

(c) Lingns

Personnel must handie, store, process and
transpqrt linens so as to prevent the spread of
infactioh. s

This REQUIREMENT is not met as evidenced
by:
Based jan observation, staff interview and review
of the facility's Policy and Procedure for
Medicafion Administration, the facility failed to
ensure gioves were removed and hands were
washed after administering medications through
a gastrgstomy tube for one (1) resident (Resident

The Staff Development Coordinator (RN)
Completed one on one education with

LPN #20n 3/15/12 0n

*“Infection Control during Medication
Administration”. This included education to
Remove gloves and wash hands after
Administering medication to a resident
With a gastrostomy tube before adjusting
Clothing and moving equipment

To prevent the spread of infection.

The Staff Development Coordinator (RN)
Completed one on one education with
LPN#1o0n3/15/120n

“Infection Control during Medication
Administration™. This included education to
Remove gloves and wash hands between
Administering eye drops to each eye

For residents with orders for eye drops

To prevent the spread of infection.

2) How will you identify other residents
Having the potential to be affected by
the sume deficient practice?

LPN Unit Managers observed LPN nursing

Staff administer medication to residents with
Gastrostomy tubes on 3/20/12 to 3/21/12.
Nurses administered medication to these
residents appropriately.

LPN Unit Managers observed eye drop.
Administration to residents with physicians
Orders for eye drops on3/20/12 to 3!22{1 2,
Nurses administered eye drops appropriately.

Fe.

332
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#9) ahd between administering eye drops for one 3) What measures will be put iplo place or
] 6’? (1) regident (Unsampled Resi dinly #1) fmp; What systematic changes will you make ,
twenty four (24) sampled residents. to ensure that the deficient practice will not recur
. The Assistant Director of Nursing (ADON)
During the medication pass obsetvation Will complete a weekly audit of medication
condugted on 3/2/12 at 11:05 a.m., Licensed Administration lechnique for residents
Practi¢al Nurse(LPN) #2 administered a With orders for gastrostomy tubes, and eye
medication through the gastrostomy tube for Drops installation for three months, then
Resident #9. Without removing the gloves she monthly for one year, The ADON
was wparing when she touched the gastrostomy Will audit to ensure tha.t proper infection Y]
tubing|and equipment, she fastened the Conrol technique is being followed. 3/39/2
abdoniinal binder, adjusted the clothing and bed
sheet before removing her gloves and usmg hand
b} sanitizgr 4 : ; s
. } How will the corrective action be
£ Ve Accomplished for those residents
'\[} # o An ob: rvation on 2/29/12 at 4:07 p.m revealed found to have been affected by
o A | LPN #] administered eye drops to Unsampled Deficient practice?
n Residgnt #1's left and right eye. Without
' changing her gloves and washing her hands after The Director of Nursing will present
instilling the first drop in the right eye, she The _ﬁndings of weekly “Medication Adminisu-lation"
touched the medication bottle and resident's Aui:i' :o ;hc Performance Improvement Committee
= . iy mo Or ane year.
:pper end lower eyelid to administer a drop to the The Pcffmmmm fpaprovinment Cammities
ght eye o ;i ;
consisting of the Executive Director,
. . - Medical Director, Business Office Manager, Staff
Review of the facility's policy for Medication Development Coordinator, Wound Care Nurse,
Administration for Eye Instillation, revealed:; Director of Medical Records,
"Should both eyes require instillation, wash your Director of Environmental Service, Director
hands pefore treating the second eye." Of Maintenance, Director of Social Services,
Director of Human Resources, Director of Rehab
In an interview with the Director of Nursing on Services, Director of Activities, Director of Nursing
3/2/12 at approximately 10:00 a.m., she stated Direclor of Food and Nutrition Servicss, and
LPN #2 should have removed her gloves and Dhll'e{:mi: of AdtmssmnslMarke:mg will rev:;w
washed her hands after administering medication I findin s AC BB K FoOMmEN NtioRs 20 e
ering m develop plans of action if any areas are noted to
through the gastrostomy tube and LPN #1 should be non-compliant. N /@9/ jz
have changed gloves between administering eye
drops. ‘
I 460 | 483.70(¢)(1)(iv)~(v) BCLDROCMS A“‘ REFULL F 480
S$8=p | VISUAL PRIVACY
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Bedropms must be designed or equipped to
full visual privacy for each resident.

In facilities initially certified after March 31, 1982,
excepl in private rooms, each bed must have
ceiling|suspended curtains, which extend around
the bed to provide total visual privacy in
combination with adjacent walls and curtains.

This REQUIREMENT is not met as evidenced
by:
) Based on observation and interview with the

|-Directar of Maintenance and Housekeeping, the

facility failed to ensure that three (3) resident

| rooms (Rooms 8A, 26A and 30A) out of twenty

four (24) sampled residents had privacy curtains
long enough to ensure full visual privacy.

The findings include:

During the observational tour of the facility
conducied on 2/29/2012 af 11:50a.m. along with
the Dirgetors of Maintenance and Housekeeping,
the privacy curtain in rooms 8A and 29A were two
(2) to t (3) feet too narrow in width to provide
full visupl privacy when fully extended.

The Dirgctor of Maintenance and Housekeeping
confirmed that the curtains were not wide

enough
During @n observation of incontinence care for
Resident #5 on 3/1/12 at 10:10 a.m., Certified -
Nursing|Assistants (CNA) #3 and #4 had to pull
the privacy curtain toward the head of the bed to
prevent the resident from being exposed when
the door to the room was opened and had to pull
the curtgin around the foot of the bed when the

1) What corrective action will be
Accomplished for those residents
found to have been affected

By the deficient practice?

The Director of Environmental Services
Replaced the privacy curtain in resident
Rooms 8A, 294, and 30A on 37212,
The privacy curtains are long enough
To ensure full visual privacy.

2) How will you identify other residents
Having the potential to be affected by
the same deficient practice?

The Director of Environmental Services
Audited residents rooms on 3/2/12 for
Proper width of privacy curtains, and
37 were replaced. These were rooms
1-10, and 20-49. .

3) What measures will be put into place or
What systematic changes will you make

The Director Environmental Services
Will audit privacy curtains for proper
width to ensure visual privacy weekly
For three months, and replace as necessary.

to ensure that the deficient practice will not recur?
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resident's roommate opened the bathroom door.
The cyrtain was too narrow to provide full visual
privacy for the resident during care.

In an interview with CNA #3 during the
ohservation, she stated the curtain was too
narrow to provide privacy for the resident.

4) How will the corrective action be
Accomplished for those residents
found to have been affected by
Deficient practice?

The Director of Environmental Services will present
The findings of weekly “Privacy Curtain”

Audit to the Performance Improvement Committee
monthly for une year,

The Performance Improvement Committee
consisting of the Executive Director,

Medical Director, Business Office Manager, Staff
Development Coordinator, Wound Care Nurse,
Director of Medical Records,

Director of Environmental Service, Director

Of Maintenance, Director of Social Services,
Director of Human Resources, Director of Rehab
Services, Director of Activities, Direclor of Nursing
Director of Food and Nutrition Services, and
Director of Admissions/Marketing will review i
the findings and make recommendations and

develop plans of action if any areas are noted to '
be non-compliant. j &? /2
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